proved. Distension of the esophagus in normal subjects is not associated with any change in cardiac rhythm.5 Such responses in our patient, and in previously reported cases of swallow syncope, are 'abnormal. As there was no obvious functional or structural abnormality of the esophagus, an excessive response by stretch receptors in the wall of the esophagus, to moderate distension, was probably responsible for reflex sinus bradycardia and AV block.
Discussed is the first roentgenographic and post-mortem description of a patient with mucoepidermoid carcinoma of the lung who presented with intracranial metastases. The patient's primary tumor eluded physical diagnosis and bronchoscopic delineation. The autopsy confirmed minimal tumor involvement of the bronchial wall despite bulky regional and distant metastases.
Bronchial adenomas are a group of rare tumors representing less than 1 (Fig 1) . Computed tomography (CT) of the thorax delineated aorto-pulmonic and circumferential paratracheal lymphadenopathy without a parenchymal mass lesion. Results of the head CT and bilateral carotid arteriography performed eight months earlier were normal except for diffuse atherosclerosis of the carotid arteries. The current head CT demonstrated a 2 cm ring lesion in the posterior right frontal lobe and a 5 mm ring lesion in the posterior left parietal lobe. Both of these lesions were associated with considerable edema and the right lateral ventricle was compressed.
To confirm the clinical suspicion of metastatic lung carcinoma, fiberoptic bronchoscopy was performed, but no endobronchial abnormality was found. Cytologic studies of bronchoscopic washing and brushing specimens, and subcarinal and left paratracheal transbronchial needle aspirates were negative for tumor cells. Two days later, the patient suffered a cardiopulmonary arrest and could not be resuscitated. An autopsy was performed.
Pathologic Findings
Gross inspection: Bilateral bullous pulmonary emphysema, particularly of the right upper lobe, was noted. Cross sections through the right upper lobe bronchus revealed mild thickening and narrowing of its first bifurcation. The mucosa overlying this stenotic portion was normal except for congestion and focal granularity The submtucosa was expanded. Adjacent lobar lymph nodes and the interlobar, aorto-piilmonic and hilar lymph nodes were extensively involved with metastatic tumor (Fig 2) . The neuropathologic examination revealed two well circuimscribed metastatic lesions: a right, posterior, frontal lobe mass located 1 cm from the cortical surface, and a left subcortical, white matter mass in the region of the insula. There was extensive atherosclerosis, ischemic infarction of the small bowel, and evidence for a recent myocardial infarction. 
